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PERTHES’ DISEASE. 


Review of Literature and Illustrations of One Case. 
By 
W. WARNER WATKINS, M. D. 


Perthes’ Disease is a hip joint disease of childhood. Hip joint con- 
ditions, described as anomalous, but which were afterwards recognized 
as belonging to this class were first described by Freiberg of Cincinnati 
in 1905, in which the absence of osteophytes in conditions of arthritis de- 
formans were noted. In 1909, Legg of Boston reported five cases of what 
he called “obscure affections of the hip-joint” developing after traumatism 
in children; the peculiar feature was the development of a deforming hip 
joint disease with spontaneous recovery. In 1910 Jacques Calve in dis- 
cussing 500 cases of “coxalgie,” selected ten cases which he called “pseudo- 
coxalgie,” his description of these cases was very clear and definite; 
almost simultaneously Sourdat in a review of 250 radiographs of hip 
joint conditions, selected nine cases which he grouped together, and whose 
x-ray characteristics he described as follows:-“The articular space is 
enlarged; the epiphysis shows itself to be flattened; the neck of the femur 
is a varus more or less pronounced and generally little accentuated; it is 
thickened.” In 1910 Waldenstroem of Stockholm presented a monograph 
on “Tuberculosis of the Neck of the Femur in Children, from which Legg 
‘in a recent article (Surg., Gyn & Obs. March 1916) selected seven cases 
as being non-tuberculous. 

Georg Perthes, after a preliminary study in 1910, presented a class- 
ical monograph in 1913, abstracted in the Jour. A. M. A., in which he 
suggested the name “Osteochondritis Deformans Juvenilis.” Owing to 
our regrettable tendency to dignify a disease or mystify it, by giving it the 
name of the man who first writes an acceptable article about the condition 
the disease has been known as Perthes’ Disease—sometimes Calve-Perthes 
disease. Perthes sharply differentiated the condition from arthritis de- 
formans on the one hand and from tuberculosis of the hip on the other. 
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Arthritis deformans affects the joint cartilage and is early associated with 
crepitation and progressively advances to the stage of ankylosis unless 
_ stopped by successful treatment; flattening of the femoral neck may 
occur, but is associated with hypertrophic bone formation and osteophytes. 
Tuberculosis destroys the bone, and is associated with rarefaction as 
shown by diminished density to x-ray. 

In osteochondritis deformans, the cartilage is not affected but the 
pathological changes begin in the bone beneath the cartilage, leading to a 
softening of the epiphyseal head, which flattens out. Freiberg described 
his cases reported in 1905 as the epiphysis having mushroomed upon the | 
neck, or in later stages as taking an appearance resembling the corona of 
the glans penis. 

In 1914 Max Brandes reported ten cases, in which he emphasized the 
fact that a positive tuberculin reaction must not lead one to diagnose such 
cases as tuberculosis, because such reactions might not refer to the hip joint 
_ but to other foci. He thinks that a recovery of a supposed hip joint 
tuberculosis within a reasonably short time and preservation of a fair 
range of motion raises a grave doubt as to the tuberculous nature of the 
process. 

The complex of symptoms given by Legg for this condition include 
those enumerated by Calve, Perthes and Brandes, with slight modifications. 
They are 


(1) Age, 2% to 12 years. 

(2) Appearance of limp, with or without history of trauma. 

(3) Prominence of great trochanter on affected side. 

(4) Limitation in motion, most marked in abduction. 

(5) No crepitation; capsular thickening. 

(6) Muscular atrophy of glutei and of thigh muscles later. 

(7) Little or no pain, except at onset; there may be exceptions 

to this. 

(8) Little or no spasm; occasional exceptions to this. 

(9) Trochanter above Nelaton’s line. 

(10) Trendlenburg symptoms usually present (waddling gait due 

to paralysis of glutei muscles). 

(11) Legs of equal length. 

(12) Von pirquet negative usually. 

(13) Wassermann and family history negative. 

(14) Patient’s history negative. 

(15) No evidence of old rickets. 

(16) Duration six months to year. 

(17) Typical roentgen appearance, flattened appearance, mushroomed 
or cap-like epiphysis, hypertrophic thickening of neck of 
femur; appearance of coxa vera. 
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Freiberg writes (J. A. M. A. 8-26-1916) calling attention to his report 
of two cases in 1905, in which he described the typical x-ray appearance. 
He now describes the evolution of the condition and reviews the literature, 
calling attention to the absence of hypertrophic changes. He recalls that 
the early symptoms resemble tuberculosis, as do the earliest x-ray ap- 
pearances, particularly if the x-ray examination is not minute and if 
Perthes disease is not borne in mind. He also states that many hip joint 
tuberculosis which responds to treatment and causes a profound self con- 
gratulation on the part of the surgeon is really Perthes disease which re- 
quires only a little encouragement to recover spontaneously. 

Blanchard, (J. A. M. A. 9-29-1917) says that the pathology is not 
confined to the joint but there is an atrophy of the pelvic bones, femoral 
shaft and muscles. He thinks this rules out local injury to epiphysis or 
circumscribed joint infection, and considers that the disease must be due 
to an extensive nutritional disturbance. He says that no destructive bone 
condition yields to treatment as readily as does this condition, but that 
mechanical support must be used early before the head has been flattened; 
his conclusions are, 

(1) Osteochondritis deformans juvinilis seems to be a nutritional 
disease of the bones and muscles of the hip and leg. 

(2) If the femoral head is continued in use during the acute stage, 
it becomes more or less obliterated by the weight thrown on the softened 
bone. ‘ 
(3) If the head of femur is protected it will suffer only the same 
atrophic changes as the other bones. 

(4) In convalescence the destroyed head redevelops rapidly if 
protected. 

(5) The etiology is the question of chief interest. 

Roberts, (J. A. M. A. Nov. 10, 1917) reviews the various ideas 
advanced regarding etiology of which there are three which still hold the 
field (a) traumatism; (b) obscure infection; (c) perverted matabolism. 
Tuberculosis has long since been eliminated as a cause, and syphilis is 
supposed to have been eliminated by negative Wassermann reaction in 
these cases. 

However, Roberts contends that the condition is syphilitic, because, 

(1) Osteochondritis is such a common expression of syphilis in 
children. 

(2) <A negative Wassermann is also a very common occurrence in 
hereditary syphilis of bones or joints. 

(3) He finds dental evidence of syphilis in his cases. 

(4) His cases have improved so rapidly under mixed treatment. 

The case illustrated here was sent to Phoenix from Nebraska, with 
diagnosis of bilateral hip joint tuberculosis. There was history of limp 
developing in a boy five years old, with some knee pain and other symptoms 
Perthes describes the condition as always unilateral. Later observers 
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have noted cases of bilateral involvement. This case is a bilateral in- 
volvement. 
The radiograph presented here was taken after a cast had been 
worn for some months and removed for observation. ~ 
The appearance is typical of osteochondritis deformans juvenilis; there 
is now no pain at all in the hip or knee; the general condition of the 
patient is good. The observations of Roberts have some support in this case 
who presents very suspicious teeth. No other investigations have been 
‘made as yet into the specific nature of the disease. 


A NEW AND SUCCESSFUL TREATMENT FOR 
BACILLARY DYSENTERY. 


By 
DR. YANDELL, Sacaton, Arizona. 


The primary intent of this manuscript is to describe a successful 
treatment for bacillary dysentery, one which could not be found mentioned 
in the available literature. Before taking up this treatment, a few words 
of a general nature concerning the disease will be appropriate. 

This is an acute infectious disease of the alimentary tract, caused 
by the Bacillus Dysenteriae, an organism closely resembling the typhoid 
bacillus in cultural respects. There are at least two well recognized types, 
one discovered by Shiga during an epidemic in Japan and the other dis- 
covered by Flexner in Manila. The disease occurs in epidemic form. 
It has a very sudden onset with marked symptoms of toxemia, usually 
leaving no sequellae. It occurs in temperate regions as well as in the 
tropics and is almost always the type of dysentery which occurs as 
epidemics in schools, barracks, etc. 

The bacillus enters the body by the mouth and leaves in the 
alvine discharges. The infection is transferred from man to man, di- 
rectly or indirectly, in precisely the same ways described for typhoid in- 
fection—by drinking water, contact, food, flies, etc. I am of the opinion 
that Dysentery carriers occur and have a great deal to do with spreading 
the disease; recent convalescents are particularly apt to spread the in- 
fection. 

The following is a brief description of the epidemic which occurred 
at the Sacaton Hospital. Fifty four females and forty eight males, 
ranging in years from infancy to seventy-six years were affected. The 
onset was invariably sudden, with complaint of pain in the pit of stomach 
and frequent stools containing mucus and blood. Some patients were at 
stool as many as forty times in twelve hours, the average being about 
twenty stools daily. There was great tenesmus with each stool which, in 
many instances, consisted of almost pure blood. Temperature in the ma- 
jority was slight and in quite a number subonormal. Pulse feeble and 
rapid with emaciation coming on soon after the onset. 
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Amebic dysentery was ruled out by the fact that it does not occur 
in epidemic form and the observation that emetine made all cases worse 
or no better. The microscopical fecal findings confirmed the diagnosis 
of bacillary dysentery. Previous to the diagnosis, practically everything 
in the way of treatment was carried out; this included cleansing of the 
bowels with castor oil, salts and saline enemas, enemas containing starch 
and opium, enemas with .5 gram of silver nitrate to the pint of warm 
water, etc. Emetine was given subcutaneously and intravenously, and | 
alcresta tablets administered by mouth, without effect; large doses of 
bismuth-subnitrate, together with Norman Gray anti-diarrheal tablets, 
also was without effect. Hypodermic administration of echinacea did 
some good, but did not entirely relieve any case. With the idea that the 
infection might be streptococcic, Mulford’s antistreptococcic serum (poly- 
valent) was given in doses as high as 100 c. c. in twenty-four hours, to 
a few cases with no apparent benefit. 

With the idea that pituitin might check the hemorrhages this was 
administered to several cases, and the hemorrhages were checked to a 
marked degree; however, fearing some untoward rsult, we changed to 
adrenalin chloride, giving 10 to 20 minims of the 1:1000 solution hypo- 
dematically, to the cases having the most severe bleeding. This dose was 
repeated every four to six hours, rarely ever requiring more than two 
or three doses to check the hemorrhages. The situation which seemed 
so desperate was now changed and it seemed that a sovereign remedy 
had been discovered; the very frequent bloody discharges were now 
only about half as frequent and had changed to mucus. However, the 
continuance of the mucuous discharges was evidence that the adrenalin 
had only controlled the hemorrhage, without curing the infection, and 
it was evident that some germicide to kill off the bacilli was the logical 
adjunct to the adenalin, since these bacilli were probably not embedded 
deeply in the intestinal mucosa. We sclected a boy patient who was hav- 
ing forty stools a day and gave him twenty grains of thymol in capsules; 
there was sudden cessation of the discharges and this individual case 
recovered without further medication. At that time, there were twenty- 
five cases in the hospital, and thymol in heroic doses were given to all 
of them. Every case promptly recovered, except one who was moribund 
before the thymol was given. The thymol was administered in ten to 
twenty grain capsules, on an empty stomach, followed at the end of six 
hours with epsom salts. No food was given for eight hours. This 
treatment was repeated every other day, when indicated, but only a 
few required more than two or three treatments. 

SUMMARY: 

(1) Adrenalin chloride hypodermically will promptly control the 
hemorrhages of dysentery. 

(2) Thymol in large doses, on an empty stomach, is an efficient 
and, apparently, a specific remedy for bacillary dysentery. 
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THE EARLY DIAGNOSIS OF RENAL TUBERCULOSIS. 


By 
B. W. WRIGHT, M. D. 
(Read before El Paso County Medical Society, March 3, 1919) 


Primary involvement of the kidney with tuberculosis, the so-called 
hematogenous infection, is known to be the rule, instead of the rare 
condition it was formerly believed to be, and the importance of an 
early diagnosis cannot be over stated, for on this factor alone, pro- 
vided proper surgical procedure follows, depends the individual’s chance 
for life. Rarely does a post-mortem fail to reveal the healed processes 
of pulmonary tuberculosis, but a healed and arrested renal tuberculosis 
is yet to be demonstrated. The course is invariably progressive. For- 
tunately, in the most instances, but one kidney is involved at first, but 
the period of freedom from infection of the second kidney can usually 
be measured at best, in months, and no time should be lost. A diagnosis 
if made while the disease is limited to one kidney, may very properly 
be called an early diagnosis and it is with this stage of the disease 
that this paper treats. 

Nephrectomy is a life-saving measure, if performed while the dis- 
ease is unilateral, in many instances even when vesical tuberculosis 
complicates, no further trouble may be expected, for a direct extension 
of the tubercle bacilli from the bladder through the ureter to the sound 
kidney is rare, although this type of infection is the rule in pyelitis, 
occasioned by obstructive stagnation of urine, seen in stricture, enlarge- 
ment of the prostate and vesical or urethral calculi. Emboli of tubercle 
bacilli, or a true hemotogenous infection, accounts for the process 
- sooner or later developing in the second kidney, if the diseased one is 
not removed. Nothing is more gratifying than to observe an indi- 
vidual regain his health and remain well after the removal of a tuber- 
cular kidney, that left alone would certainly have caused his death. 
Such a happy result can be obtained in those cases that are diagnosed 
and operated while the tubercular process is confined to one kidney. 
The earlier the stage of the disease, the more difficult the diagnosis, 
but patience and persistency have their rewards in this field more than 
in many others, and a single or even several failures to demonstrate 
a tubercular kidney should not discourage when there is a pyuria,. 
hematuria or pain that cannot be accounted for, or in Morton’s words, 
one should “suspect tuberculosis of the kidney in every case of cystitis, 
especially in young persons, which is not due to stone or stricture and 
which does not clear up under bladder washing.” “Another point 
which should increase the suspicion of tuberculosis: is the fact that a 
tuberculous cystitis is always made worse by bladder washings with 
nitrate of silver solutions.” 
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The early symptoms are those of beginning active tuberculosis any- 
where in the body. A slight evening rise of temperature, loss of weight, 
impaired appetite and malaise. 

Perhaps the most constant and most characteristic symptom is fre- 
quency of urination, especially at night and such a complaint from an indi- 
vidual too young for a senile hypertrophy of the prostate should certainly 
suggest a tubercular kidney, and should continue to suggest it until it has 
been definitely proven to be due to something else. 

Then, if urinalysis reveals the absence of pus-in the urine, we are 
justified, if bladder washing does not quickly relieve the frequency and 
clear up the pyuria to cystoscope the patient and if the bladder is found 
to be fairly normal, or pus is seen coming from the ureters, to cathet- 
erize the ureters. It is well to remember that a tubercular process may 
not communicate at first with the pelvis of the kidney and no pus will 
be found in the urine until the abscess ruptures through. This may 
frequently occur before the kidney breaks down into one big abscess 
cavity, surrounded by thick fibrous capsule, so that in the beginning, 
pus-free intervals are observed. This emphasizes the necessity of re- 
peated observations in a suspected case. 

The history of the individual is important. A search for Tuber- 
culosis elsewhere should be made, with special attention paid to the 
lungs, and in the male, to the epididymis and seminal vesicles as the 
simultaneous hematogenous implantation of a tubercular infection here 
and in the kidney has been frequently noted. When the seminal vesicles 
or epididymis are found to be tubercular with a tubercular cystitis and 
renal tuberculosis accompanying, the infection has most likely origi- 
nated in the first organs and has reached the bladder by direct extension 
up the ureters. 

The presence of an old uncured case of gonorrhea should excite 
suspicion, as renal tuberculosis has frequently followed a gonorrheal 
pyelitis. 

Palpation of the affected side may reveal an enlarged kidney and 
what is of more value is the fact that the kidney is less moveable than 
the sound one, due to the surrounding adhesions. A palpably enlarged 
kidney that is freely moveable is more likely to be a new growth. 

Pain, while not always one of the first symptoms, soon appears 
and is more or less constant. It simulates the pain of renal colic when 
the ureter is occluded or flakes of pus are passed into the bladder. 
Tenesmus, strangury and dysuria may occur even before the bladder is 
involved, especially when the pelvis is the seat of the ulceration. These 
symptoms are especially severe and distressing when the bladder begins 
to ulcerate and neither rest in bed nor medication afford much relief. 

Examination of the urine shows pus, and sometimes crumbly 
masses of caseous material, blood, either macro or microscopic depend- 
ing on the amount of ulceration and its location, albumen from an ac- 
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companying nephritis due to the toxemia of the tubercules and in 70 
to 80% of cases the bacilli themselves may be demonstrated. Where 
repeated examinations of centrifuged specimens fail to show bacilli, 
guinea pig inoculation may be resorted to as the most reliable of the 
laboratory aids to diagnosis. 

The disadvantage of animal inoculation is that one must wait for 
five or six weeks before the tubercular process can be demonstrated 
in the peritioneal cavity of inoculated guinea pigs. The absence of 
bacteria in a specimen of urine that contains pus is strongly suggestive 
of renal tuberculosis. 

The X-ray is perhaps of most value in eliminating stone in tuber- 
cular cases that similate nephrolithiasis. Enlargement of the kidney 
shadow may be a valuable correlative aid in diagnosis. 

Lastly and perhaps of the most importance are the cystoscopy and 
ureteral catheterization and no diagnosis can be considered complete 
without it, certainly no case should be operated until the information 
to be derived from it has been acquired. The bladder may show areas 
of congestion or tubercular ulcerations near the ureteral orifice of the 
affected side usually, but not always as Willy Meyer has shown that 
the more or less typical changes sometimes occur around the opposite 
ureter from the diseased side. A pouting of the ureteral orifice or 
prolapse of the mucous membrane around the ureter is ‘suggestive of 
renal tuberculosis according to Willy Meyer. 

When the pus or blood is seen coming from one or both orifices, 
the location of the disease is established with fair certainty, and it but 
remains to catheterize the ureters (not always an easy task and occas- 
ionally impossible, especially in the presence of extensive bladder tuber- 
culosis) and the separate urines examined. Chromocystoscopy by in- 
digocarmine or phenolsulphonethalein and the determination of the 
sugar output after phloridzin, and the amount of urea excreted by each 
kidney in a given length of time are the means of determining the 
relative function of each kidney. 


DISCUSSION OF PAPER OF DR. W. B. WRIGHT. 

DR VANCE: The paper is of special interest to us as we see com- 
paratively more of this condition than many other communities. It is 
usually six months to two years before a diagnosis is made, and this is 
usually after enough bladder symptoms have developed to drive the 
patient to the doctor. It takes so long because the bladder is hard to 
infect and is usually secondary to the kidney. One case was not operated 
for six years after discovery and in spite of a severe chest condition 
has done well in the 5 years since. This is cited to make the point that 
even though a long time elapses, if other conditions are favorable a good 


result may be expected. 
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DR. W. SMITH: We see the unfortunate results of operation on 
these cases. They usually die. We are rather more in favor of medical 
treatment. We have two proven cases who after 5 years are apparently 
well. A frequent mistake on the part of the surgeon is that not enough 
ureter is removed. I advise removal to the bladder. 


DR. RAMEY: After such an haematogenous infection it may be 
a long time to abcess formation or decided symptoms. Mayo does not 
remove the whole ureter but swabs out the distal end with phenol. In 
many cases the first symptoms are from an infected bladder or very 
highly acid urine. The difficulties of diagnosis are very great. The 
early diagnosis is one of the hardest in surgery. 


DR. EARL ROGERS: Female of 33 with pain in the right hip. 
On rest in bed this pain left. No other indication of T. B. unless it 
might have been suspected from diseased tonsils. Following influenza 
a cystitis developed on which urotropin had no effect. The urine had 
pus. A catheritized specimen showed pus and some T. B. bacilli. The 
kidney function was 3-7ths for the bad and 4-7ths for the good kidney. 
The kidney was removed and showed tubercles outside and an abcess 
on the inside. This was an early diagnosis. Specimen presented. 


DR. W. BROWN: Nocturnal urination is one early symptom 
When this does occur it is usually only because of involvement of the 
pelvis. The ureter should be removed as far down as it is probably 
involved. The distal end may be injected with 30 mimims of phenol. 
It is a mistake to ever drain. 


DR. SAFFORD: Some apparent cures are seen. I have noted 
one case that has been well over a period of several years. 

DR. JOHN HARDY: The best symptom is the finding of the bacilli. 
Any of the other criteria may be due to other things: to mention a few 
blood may be from a stone, a resistant cystitis is sometimes neurotic, 
indigo-carmine test looks good but a T. B. kidney may still functionate well, 


DR. STRONG: It has seemed to me for some time that this is a 
very good field for further work on autogenous vaccines. I have several 
cases doing very well. 


DR. CATHCART: The first symptom is usually pain, later you 
find pus and the bacilli in the urine. Do not worry if there is no tem- 
perature this will not occur in the absence of a mixed infection. 


In closing the discussion Dr. Wright said that he was thankful for 
‘the discussion. He did not pretend to present anything original but 
to refocus attention on an important subject, and get the benefit of the 
discussion. Primary tuberculosis of the kidney is rare. It is of haemic 
or lymphatic origin. The pulmonary resistance seemed to be greater 
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than the renal. The tubercular kidney demands early intervention. 
If any cystitis does not readily clear up suspect tuberculosis till it can be 
ruled out definitely. Usually the ureter presents merely a simple in- 
flammation as it is much more resistant than the kidney. A frequent 
primary lesion is in the epididymis or vesicle. 


BRANCHIAL FISTULAE WITH REPORT OF A CASE. 
By 
JAMES VANCE, M. D. 
(Read before El Paso Medical Society, March 17, 1919.) 


Among the most interesting pathological conditions due to defective 
development of the foetus are the branchial fistulae. All but the first 
of the four branchial clefts seen in the four weeks foetus should disappear 
and leave the neck without a skin defect, and the pharynx should only 
show slight markings as reminders of these clefts. 


The first cleft should persist to form the ear, auditory canal and 
eustachian tube, and the other three should disappear, but when they 
also persist branchial fistulae are the result. These fistulae are lined 
with epithelium, and when complete, have one outlet in the pharynx and 
the other thru the skin at the base of the neck, usually just to the inner 
side of the sterno-mastoid muscle and from one to one and one half 
inches above the upper border of the sternum. The outer opening has 
been known to occur as low as the upper border of the sternum. 


Like most fistulae, the branchal fistulae may be incomplete. They 
are spoken of as internal incomplete if there is an opening into the 
pharynx only, and external incomplete when there is an opening thru the 
skin of the neck and no opening into the pharnyx. These blind fistulas 
when opening into the pharynx, may be very trublesome and very diffi- 
cult to diagnose, unless the examiner bears these peculiar conditions 
constantly in mind. 


If the fistulous tract is closed at both ends, and the epithelial lining 
secretes a fluid, a branchial cyst occurs. Sometimes a hemmorhage occurs 
into the closed tract and a blood cyst is the result. These cysts some- 
times, as might naturally be supposed from their epithelial lining, form 
dermoids, and also may become carcinomatous. 

Beginning at the outer opening at the base of the neck of a complete 
fistula, the first two inches lies rather superficially, but at the lower 
border of the omo-hyoid muscle the duct runs beneath that muscle and 
then follows the carotid sheath upward, lying a little to the front and to 
the outer side. Above the branching of the carotid it passes beneath the 
internal and external carotid arteries, passes beneath- the styloglossus and 
stylopharyngeus muscles, crosses the pharyngeal, and hypoglossal nerves, 
and then on into the pharynx usually in an area behind the tonsil. 
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Branchial fistulae are sometimes bilateral, and often do not cause 
trouble till adult life when an infection of some kind often takes place. 


The openings are generally very small, and only the finest filiform 
bougie can be passed into either opening. The external opening is 
usually marked by a tiny cone shaped pimple, too small to be generally 
observed unless reddened and enlarged by infection when a tiny drop of 
pus may be expressed from it. The pharyngeal opening is also very 
fine, and is usually marked by a slight dimple. This opening is ex- 
tremely difficult to locate, and can generally not be done in pharyngeal 
blind fistulae till the orifice becomes blocked and the tract distended 
behind it. © 

Since these fistulae do not cause trouble till infected, or become 
retention cysts or abscesses, the diagnosis is seldom made till such an 
occurrence. At such a time, the peculiar lateral position of the tumor or 
induration will make one suspect branchial disease. 

Treatment: Should they happen to be discovered the fistulae should 
not be disturbed till they cause trouble, because unquestionably some 
are carried thru life without causing trouble. This is due to the fact of 
the epithelial lining and its well known resistance to infection. 

Rarely the openings are comparatively large and the tract can be 
washed out with antiseptic solutions and the patient carried along to 
recovery. But usually complete extirpation is required, because lancing 
the retention abscess, or cyst, only makes another fistulous opening to be 
dissected out later, or, in case of the cyst, gives only temporary relief— 
the cyst refilling quickly. 

Report of Case: Mrs. R., a Mexican woman 28 years old, always 
enjoyed good health and had no trouble with her neck or throat until 
she was 27 years old. Then, apparently following a “cold,” she developed 
a soreness in the left side of the pharynx, accompanied by a tickling 
sensation and a cough which was very annoying. These attacks con- 
tinued intermittently for several months. Then in June 1918, she had 
a severe attack with a more or less constant cough and spitting up of 
pus. Toward the end of this attack a small gland like tumor appeared 
on the left side of the neck just to the right of the inner border of the 
sterno-mastoid muscle and just below the level of the larynx. 

Shortly after this a little reddish pimple developed below the tumor 
and began to discharge pus. The tumor above then went down and 
during July and the early part of August this would discharge pus for a 
week or two and then close. Then would follow an increase in size 
and pain of the tumor. All this time there was intermittently some 
discharge into the pharynx, but after the external opening appeared the 
throat symptoms were better. ‘ 

About the middle of August 1918, the neck became so painful that 
she sought the advice of Dr. C. W. Gerber of Las Cruces, New Mexico, 
who kindly referred her to me. 
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When seen by us the tumor as above described was about 3 cm. in 
diameter and very painful, and the whole side of the neck was sore. 

A branchial fistula was suspected, so a long fine whalebone filiform 
bougie was added to the instruments, and at the operation the papilla 
below the tumor was incised and pus began to escape. The bougie was 
then passed upward and after some manipulation was passed all the 
way into the pharynx and out the mouth. 

With the bougie thru the fistula, as a guide, the tract was dissected 
out all the way up to the pharynx and then ligated and cut away. The 
incision was carried up all the way to the angle of the jaw. 

When the omo-hyoid muscle was reached the fistulous tract was 
dissected free beneath the muscle and pulled out above thru an open 
incision, thus avoiding severing the muscle. The dissection was then 
carried on up to the posterior border of the digastric, and from this point 
on to the pharyngeal opening the dissection was very tedious. This 
because the tract here lies very deep, and on account of passing between 
the external and internal carotid arteries and crossing both the pharyngeal 
and hypoglossal nerves, no free incision is permissible. 

At a point about one half inch from the pharynx it was attempted 
to drag the amputated tract into the pharynx but on _ account 
of the very small pharayngeal opening this could not be done. With 
more patient dissection the pharynx was finally reached and the tract 
ligated. 

The tract, while being dissected out, looked just like an inflamed 
appendix with thick heavy walls thru all its lower portions, getting finer 
and finer as the pharynx was approached, where it was not thicker 
than 3mm. 

Looking at the other side of the neck it was discovered that the 
fistula was bilateral as shown by a tiny reddish papilla at the same 
point on the opposite side of the neck, marking the opening of the other 
fistula. This was not probed because infection might result and that 
side had never given any trouble, and possibly never will. It will be 
soon enough to probe it should trouble develop. 

This patient was operated on only a short time before the writer 
went into the army and since coming back have not been able to com- 
municate with her. 

At the time of leaving the hospital the wound was healed and we 
feel sure she has stayed well, as Dr. Gerber has not been consulted since 
the operation. 

(The second paper of the evening, Suppurative Branchial Cysts, by 
Dr. Vance.) 


DISCUSSION. 
DR. RAMEY: These are very rare. I saw one.on about a three 
months baby. It was very large. It elevated the tongue and tipped 
the head. It was operated under cocaine with success. 


{ 
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DR. VANCE: From the description I would venture that the 
case was one of thyreoglossal cyst. 


The resignation of Dr. Prentiss as associated editor of Southwestern 
Medicine was presented. On motion, it was duly accepted. 

Dr. Paul Gallagher was nominated and elected to assume the position. 
It was stated that for some reason New Mexico had not paid its dues 
to the Journal for two years. 


ARIZONA NEWS 


The service flag of Arizona will carry at least one gold star, if reports 
are confirmed. The Journal of the American Medical Association notes 
the death of Lieut. Jerome McK. Leonard, Douglas, Arizona, who was 
killed in action in France, on November 8th, last. Dr. Leonard was a 
member of the State Association of the Cochise County Society. He 
graduated from Hannemann Medical College in Chicago, in 1906, and was 
34 years old. 

The death of Dr. L. L. Schwab of Benson, Arizona, is noted with 
regret. Dr. Schwab came to Arizona in 1916 in search of health, from 
Roanoke, Virginia. He died at his home on December 28th. 

At the moment of writing, among the men who have been honorably 
discharged from army service and returned to their civilian practice, are 
the following: 

Dr. E. W. Adamson, of Douglas, Arizona. 

Dr. J. I. Butler, of Tucson, Arizona. 

Dr. Southworth, of Prescott, Arizona. 

Dr. R. E. Poole, of Mayer, Arizona. 

Dr. Coit Hughes, of Phoenix, Arizona. 

Dr. Harry Hughes, Jr., of Phoenix, Arizona. 

Dr. Grant Monical, of Phoenix, Arizona. 

Dr. C. A. Thomas, of Tucson, Arizona. 

Dr. Randolph, of Douglas, Arizona. 

Dr. A. T. Kirmses, of Globe, Arizona. 

The gratifying report has been received that Major C. E. Yount, of 
Prescott, who, with Capt. Ira Huffman, of Tucson, was called into service 
when the National Guard was taken to the border and who has been in 
service ever since, has been promoted to Lieutenant Colonel. Lieut.-Col. 
Yount is stationed in France. The whereabouts and present ranks of 
Capts. Huffman and Greer of Mesa, who were called into service with the 
National Guard, is not known to the writer. 

Lieut. W. O. Sweek, of Phoenix, who is at a base hospital in France 
writes that the “mud and waiting is Hell,’”’ and worse than anything they 
have encountered during the fighting. 
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Of the Gila County Medical men in the service, the following re- 
turned to Globe in February: Captain J. L. Wales, Lieut. C. W. Adams, 
Lieut. Alvin Kirmse. 


The Gila County Medical Society was organized on November 21, 
1910 with a membership of twelve. The first officers of the Society 
were, Dr. J. E. Bacon, President; Dr. R. D. Kennedy, Vice President; 
Dr. J. L. Wales, Secretary. At the present time the membership roll 
contains twenty-five names. Of this number thirteen have been en- 
rolled in the medical service in the present war six having returned, and 
seven are still in the service. 


The Arizona State Medical Association will hold its annual meeting 
in Globe, June 2nd and 3rd. 

Major C. T. Sturgeon has been appointed Surgical Consultant for the 
Periguix Hospital Center in France. 

Captain R. D. Kennedy, recently returned from over seas and now 
stationed at Camp Dodge, Iowa was in Globe for a few days on leave 
of absence. 


THE NEW ASSOCIATE EDITOR. 

We entertain no illusions about Southwestern Medicine. We 
fought its inception because we feared what has now come upon it, 
and now we are chosen as Associate Editor for El Paso which means 
the greatest part of the work of issue. We loved our little Bulletin 
and fought this combination to the best of our ability up to the very 
day of its formation. Since that day we have been for it and for it 
strong. We have omitted an occasional I-told-you-so, but have endeav- 
ored to aid rather than hinder. 

We believe that no one else in our Society would have tackled this 
job and we do it in fear and trembling. If no one else would take it, 
the combination that promises so well for the Southwest would fail. 
Each leg of our tripod is necessary to support the others and we 
could not have El Paso fall down. Our associates here feel that we 
must put forth even greater efforts than we have in the past. That 
having launched this enterprise we must fight to put it through to 
that place where the position of associate editor even will be coveted. 

Has there been any reason for disagreement in the past? Have 
there been any personal battles impeding our progress? If there have 
been let’s bury the hatchet. No one of us can afford to let a personal 
matter or a fancied grievance stand in the way of our progress. Each 
of us has a part to play and we should be good sports and play it well. 
All of us are responsible for the standing of medicine in this section, 
so let’s get together. Send us your knocks and your boosts, your 
papers and your personals, your discussions and your criticisms. We 


can’t get along without them. Let’s go. 
PAUL GALLAGHER. 
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BOOK REVIEWS 


Surgical Treatment, Volumes I and II. A practical Treatise on the Therapy 
of Surgical Diseases for the use of Practitioners and Students of Surgery. By James 
Peter Warbasse, M. D., formerly attending Surgeon to the Methodist Hospital, 
' Brooklyn, New York. In three large octavo volumes, and separate Desk Index 
Volume. Volume 1 contains 947 pages with 699 illustrations. Volume 2 contains 
829 pages with 761 illustrations. Philadelphia and London: W. B. Saunders 
Company, 1918. Per set (Three Volumes and the Index) Cloth $30.00 per set. 
W. B. Saunders Company, Philadelphia and London. 

The ‘“‘multum in parvo” one rather anticipates in the two or three volume sur- 
gical ttxt of today. Warbasse’s surgical treatment, volume one, does not disappoint 
such anticipations. 

Chapter by chapter, from surgical materials to surgical intervention in nerve 
trouble, this volume one, of a clever surgeon’s personal observations regales and 
instructs the reader in the various forms of anesthesia, local, general, spinal, rectal 
and intravenous; and handles wounds and inflammations in the latest manner of war 
experience on the various fronts. 

The chapters on fractures and dislocations and operative procedures upon joint 
injuries have the masterly style of a special text. The chapters on tumors, tendons 
and the skin and its appendages, are brief, but thorough. 

On the whole, from illustrations, of which the text has a well selected and 
commendable number, to the printers’ finished methods, volume one recommends 
itself to the surgical student, be he acolyte or long experienced operator. 

HUGH W. CROUSE 


The second volume of this work takes up regional surgery of the head and 
trunk. This includes the rather complete description of those operations that belong 
to the eye, ear, nose and throat specialty. These descriptions are important for 
purposes of reference for any surgeon but more particularly for the physician in 
the smaller town who frequently has to be his own eye, ear, nose and throat surgeon. 

The work has been systematically compiled. It is arranged with good judg- 
ment in giving due prominence to methods of proven worth or operations of choice. 

The chapter on the abdomen is the most interesting. Practically all operations 
of importance are described in terse language, and many important cautions men- 
tioned for avoiding complications. Under ‘tumors of the breast the use of the 
freezing microtome should supersede macroscopic examination by the surgeon. The 
volume has an unusual number of illustrations, each impressing a lesson of im- 
portance. 

This new system of surgery, by an author whose name and reputation are un- 
, known to us, is, we believe, destined to occupy a place with our standard works 

on this subject. 
EARL B. ROGERS. 


Information for the Tuberculous, by F. W. Wittich, A. M., M. D., Instructor in 
Medicine, Etc., University of Minnesota Medical School, C. V. Mosby Company, 1918. 
Cloth $1.00 

This book of 150 pages has been compiled from the outlines followed by the 
author in weekly talks to his sanatorium patients. It contains a wealth of informa- 
tion, in language that can be understood by the unfortunate seeker after health. 
If it could be placed in the hands of every tuberculous patient, many would be saved 
from falling into the hands of quacks or chasing will-o-the-wisp cures; much valuable 
time would be saved and many lives prolonged. tt 


Mental Diseases, A Handbook Dealing with Diagnosis and Classification, by 
Walter Vose Gulick, M. D., Assistant Superintendent Western State Hospital, Fort 
Steilacoom, Washington. Illustrated. C. V. Mosby Company, St. Louis, 1918. 
Cloth $2.00 

hye little volume of 140 pages the author gives a concise statement of the 
essential points for the recognition of the various psychoses according to the classi- 
fication in use in the War Department. For the physician in general practice, who 
meets cases of insanity rather infrequently, it fills a long-felt want, particularly 
if he should be called upon to testify in court. oe 
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Medical Disease of the War, by Arthur F. Hurst, M. A., M. D., F. R. C. P. 
Physician and Neurologist to Guy’s Hospital. Second Edition. 1918. Longmans, 
Green & Company, New York. Cloth $4.00 Net. 

At this time when our soldiers are returning from the front, many of them as 
hospital charges, this book on medical diseases is particularly valuable. Many of 
us are seeing cases in discharged soldiers that represent the medical diseases of the 
battlefield and training camp. Without some recent work on the subject we would 
feel somewhat lost in trying to handle these cases. 

This work covers in a reasonable complete way the war neuroses, including shell- 
shock, syphilis of the nervous system, and the effect of previous wounds; Motor 
disorders, with disorders of speech, hearing and vision; dysentery; trench fever; 
epidemic jaundice; beri-beri; tetanus; and other subjects. 

The work is full of good points. For instance, the author claims good results 
for the aspiration of amoebic abscesses of the liver followed by injection of emetine 
into the abscess cavity. With some other points we cannot quite agree, as usually 
happens with authors who express decided opinions. However, the work is 
timely, interesting and valuable. 

—E. B. R. 


Treatment of the Diseases of Children, by Charles Gilmore Kerley, Professor 
of the Diseases of Children in the New York Medical School and Hospital, etc. Sec- 
ond Edition, Revised. Published 1918. W. B. Saunders & Company, Philadelphia 
and London. Cloth $6.50. 

Kerley’s Second Edition of Diseases of Chillren is a great improvement over the 
first; in that much new material has been added and some chapters entirely rewritten. 

For instance, the Schich reaction in diphtheria has been given the prominence 
it deserves, and also larger doses of antitoxin are recommended than formerly. 

I was glad to note the emphasis given to the fact that scarlet fever is rarely 
contracted through intermediaries, but by contact and that the scales do not carry 
the disease. This corroborates my belief that practically all so called infection 
diseases are transmitted by contact and not by intermediaries. 

Kerley is practical in his management and treatment of diseases and is not a 
therapeutic nihilist, as are some other authors. This does not mean that he over 
doses, for he does not, though perhaps in some cases of diarrhoea he recommends 
the greater use of oil and other cathartics than seems best. 


If a young practitioner wants a safe practical adviser let him by all means have 


a Kerley for guidance. 
—J. A. R. 


